
APPOINTMENT REQUEST FORM

Patient Name: D.O.B.:

Patient’s Home Phone: Cell Phone:

Referring Provider Name:

Referring Provider Phone:

REASON FOR REFERRAL:

 Medicare Patient  Newborn Hearing Follow-up  Hearing Aids

 Hearing Evaluation  Balance/Dizziness/Vertigo

 Tinnitus Evaluation  Auditory Processing

Date

PLEASE FAX YOUR COMPLETED FORM TO: 

Knoxville Office — 865-769-0281  
OR  

Sevierville Office — 865-429-0719
OR  

Harrogate Office — 865-769-0281

bridgewatersh.com

We will let your office know appointment date and time. 

Signature

4010 Fountain 
Valley Dr, Suite 5 
Knoxville, TN 37918

865-377-4980

103 Suburban Rd. 
Suite 101-D 
Knoxville, TN 37923

865-769-0283

117 S Charles Seivers #202 
Clinton, TN 37716

865-269-4607

1240 Fox Meadows Blvd. 
Suite 5 
Sevierville, TN 37862

865-453-3892

169 Westmoreland St 
Harrogate, TN 37752

866-769-0283




